Releasing Records from Outside Providers

The following is information on confidentiality that is
followed by ODMH hospitals, regarding release of medical
records from other providers which may be contained in
patient medical records. Also provided is the current
Authorization for Release of information used by ODMH
facilities (ODMH-0037, which has added outside records to
the category of items that may be released with patient
consent). For entities other than ODMH facilities, please feel
free to consider this information, in consultation with

your entity's legal counsel, as you assist clients in gaining
access o needed services and coordinating treatment.

When ODMH hospitals have records from other facilities
within a client’s record, that client would have the same
right to review or release those records, as he/ she would
have fo review or release records generated at ODMH
hospitals. Sometimes, records from other facilities will come
stamped with instructions 1o not re-release those records.
Buf to the extent those stamps are applicable; they should
have instructions permitting re-release with the patient's
consent.

Ohio Revised Code Section 5122.31 permits patients fo
authorize release of their own records. This right is tempered
by the disclosure being in the best interests of the person, as
determined by the Chief Clinical Officer (for exampile, in
situations in which a client may decompensate when
viewing his /her own records).



AUTHORIZATION FOR RELEASE OF INFORMATION

I , date of birth

hereby authorize

to release my madical information to:
Specific Identification of Person or Entity Authorized to Receive Information

Dates of Treatment

| authorize the following information to be released:

[C] Narrative Summary [ Progress Notes f] Records from other providers (specify or 'alf’):
[] Afer Care Services Plan [] Lab Resutts
] Psycniawric Examination [] Treatment Plan
[] History and Physical [0 Consultation —
[ Psycholagy Evaluation ] Orders Other (specify):
[] Social Work Assessment
d
J
This authorization includes release of records relating to (“X” appropriate boxes).
[T] Diagnoses andiar treatmant for alcoho! and/or drug abuse f] HIV test rasults
[J AIDS/AIDS Related Complex {ARC) diagnoses and/or treatment [7] Diagnoses and/or treatment relating to other communicable diseases

Indicate here any additional exceplions or exclusions, if any. to information released.

THis autharization Tor use/disclosure 1s 1or the Tollowing purpose:

My refusal to sign this authorization will NOT affect my ability to oblain treatment, payment, or enroliment in a health plan. This

authorization will reamain effective for 90/180 days (circle one) unless an earlier date or condition/event is specified here
. However, I understand that | have the

right to revoke this authorization, in writing, at any time, and that the revocation will be effective except to the extent that ODMH has
already taken action in reliance on my authorization. My wiritten statement that | want to revoke my authorization should be delivered to:

Name and Address

Signature of Individual/Guardian/Personal Represaniafive Date Signed rint Name

If this authorization has been signed by a personal representative on behalf of an individual, his/her authority to act on behalf of the
individual must be set forth here:

NOTE: This information has been disclosed to you from records whose confidentiality is protected from disclosure by State and Federal
law. ORC 5122.31, 42 CFR Part 2, and/or ORC 3701.243 prohibit you from making any further disclosure of it without the specific and
informed retease of the individual 1o whom it pertains, their authorized representative, or as otherwise permitted by law. A generai
authorization for release of information is NOT sufficient for this purpose.
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